patients shared that view ( p = 0.0002). However, many patients expressed the desire to participate in trainee education.
INTRODUCTION
Standard resident training involves episodic care of patients, with little long-term feedback about the effects of clinical decisions. Longitudinal ambulatory care rotations-also known as "continuity clinics" (ccs)-allow for longitudinal follow-up by trainees of the same patient cohort and the chance to make multiple clinical decisions at various points in the same patient's care. Furthermore, ccs give trainees the opportunity to function in a semi-autonomous manner, developing patient-physician relationships and an understanding of the complexities of managing chronic disease 1 . Although ccs have been evaluated in family medicine, pediatrics, and internal medicine, there is a paucity of literature about ccs in Canada and specifically in the subspecialty of oncology.
One of the earliest descriptions of a cc in medicine comes from a maternity cc in which senior medical students followed a pregnant patient throughout pregnancy and delivery. The students reported an increased understanding of patient-physician relationships, and they appreciated the opportunity to assume responsibility 2 . In the field of pediatrics, ccs are valued by trainees because they find such clinics exciting and feel that patients receive better
ABSTRACT

Purpose
Continuity clinics (ccs) give trainees an opportunity for longitudinal follow-up of a patient cohort. Trainees can function in a semi-autonomous manner and prepare for independent practice. Data about such clinics in Canada are limited. Our objective was to assess the utility of ccs in Canadian oncology training programs.
Methods
Surveys were developed by the authors for • medical and radiation oncology program directors (pds) and trainees, to assess the utility of ccs in Canadian oncology training programs.
• oncology patients, to assess their attitudes toward ccs.
The pds were contacted by e-mail, using the Web site of the Canadian Resident Matching Service; the trainees were contacted by e-mail through the pds and their administrative assistants. Surveys were distributed electronically using SurveyMonkey. Patients were approached by staff oncologists during followup visits at The Ottawa Hospital Cancer Centre.
Results
Completed surveys were received from 33% of trainees and 63% of pds contacted; patient surveys were completed by 95 patients.
Participation in a cc was reported by 47% of responding pds and 37% of responding trainees. Among respondents, 80% rated the ccs as "important" or "very important" to training. The biggest challenge identified by trainees and pds was lack of clinic space. Most pds (57%) and trainees (59%) felt that the staff oncologist should review the patient only if the trainee has concerns, but only 37% of care. In addition, attending physicians feel that such clinics make it easier to evaluate the strengths and weaknesses of trainees 3 . Moreover, a large multi-site survey of pediatric residents involved in a variety of ccs showed that two thirds of residents were satisfied with the experience and believed that it prepared them for their future career 4 .
Continuity clinics have many potential advantages for resident and fellow training. They provide trainees with graded responsibilities in the management of clinical cases and the development of organizational skills and patient-physician relationships. Building on those skills in residency may help to smooth the transition into clinical practice. Initiating and operating a cc has obstacles and challenges, including physician commitment, clinic space, staffing, and patient anxiety. As a result, it is imperative that all key stakeholders involved in such a clinic be assessed before construction begins.
Our objective was to evaluate, by a means of surveys, the attitudes of Canadian oncology trainees, program directors (pds), and patients toward a cc as part of residency training.
METHODS
A literature search failed to identify any validated surveys characterizing ccs. To assess the utility of ccs in oncology training programs in Canada, we therefore developed surveys for pds and trainees. Similarly, to assess patient attitudes towards ccs, we developed surveys for oncology patients (Appendix a). The study was approved by the Research Ethics Board of The Ottawa Hospital. All surveys were developed in English and translated into French by a professional translator at The Ottawa Hospital.
Canadian medical and radiation oncology residency training pds were identified through the Web site of the Canadian Resident Matching Service (http://www.carms.ca). Surveys were sent by e-mail to all pds directly and to trainees via the pds or their administrative assistants. Messages contained a secure link to the survey at the SurveyMonkey Web site (http://www.surveymonkey.com).
Selected patients receiving follow-up at The Ottawa Hospital Cancer Centre were approached by their staff oncologist to participate in the survey. Informed consent was required. To obtain a broad range of viewpoints, patients with the most common cancers (lung, breast, genitourinary, and gastrointestinal) were approached. The staff oncologist also completed a demographics sheet for each patient (Appendix b).
Statistical Analysis
Summary statistics were calculated for each survey question. Several identical questions were asked to pds, trainees, and patients, and those responses were compared between groups. In pairwise analysis between the groups, proportions were compared using the chi-square test and the resulting p values are reported.
RESULTS
Survey Response and Patient Demographics
Surveys were returned by 33% of trainees (69 of 207) and by 63% of pds (17 of 27).
Surveys were completed by 95 patients [59% female; median age: 64 years (range: 34-92 years); 45% with breast cancer; 23% with prostate cancer]. Table i sets out the full demographics of the patients.
Frequency of CCs in Oncology Programs
Of responding pds, 47% reported having a cc (7 in medical oncology, 1 in radiation oncology), and 60% did not require the staff oncologist to be present in the exam room. Most ccs were held weekly (87%) for a half day (87%). Other variations in cc set-up included monthly and full-day clinics. Of the pds having ccs, all believed the cc to be valuable and recommended its implementation to other training programs.
Of trainee respondents, 36% reported taking part in a cc (25 of 69). Of those who took part, 80% rated them as "important" or "very important" to their training (20 of 25). Trainees reported feeling comfortable taking part in these clinics at pgy (postgraduate year) levels above 3 (56 of 69).
Challenges and Benefits
The main challenge identified by trainees and pds was a lack of clinic space (56% vs. 100%). Benefits included the ability to learn how to manage complex cases, improved time management skills, graded responsibility, and development of long-lasting relationships with patients (Table ii) .
Of responding pds and trainees not participating in ccs, the main challenge anticipated by pds was a lack of clinic space (100%), and by trainees, the potential concern that patients might have about the level of trainee competence (91%). The main anticipated benefit identified by both groups of respondents (Table iii) was graded responsibility for trainees (100%).
Level of Supervision
Most pds and trainees felt that the staff oncologist should review the patient with the trainee only when the trainee raises concerns (57% vs. 59%), but only 37% of patients shared that view ( p = 0.0002). Conversely, 63% of patients felt that the staff oncologist should review the patient with the trainee at every visit, either inside (27%) or outside (36%) the exam room ( Figure 1 ).
Patient Participation
Of patient respondents, 48% (46 of 95) responded that they would feel comfortable having a trainee conduct the initial consult, and 66% (63 of 95) stated they would feel comfortable with a trainee making treatment recommendations. The main concerns about ccs highlighted by patients included the potential for discontinuity of care as residents rotate through the clinic, a lack of experience on the part of the trainee, and a lack of competence for clinical decision-making. Patients stated that potential benefits include the possibility that trainees may have more time to spend with patients and that ccs may decrease overall wait times. Furthermore, many patients indicated a desire to participate in trainee education.
DISCUSSION
A properly constructed cc would appear to be the ideal venue for trainees to acquire the skills necessary for a successful transition to independent practice while the safety net of consultant oversight is maintained. With the greater sense of responsibility that comes with independence, trainees might improve their skills as communicators, managers, professionals, and collaborators. Although the principles that support trainee ccs appear to be self-evident, the attitudes of stakeholders and the logistics determine practical implementation. Our study suggests that pds, trainees, and patients consider ccs to be important and valuable. However, there is a discrepancy with respect to the level of supervision desired. In the field of oncology, the only published information about ccs comes from a survey conducted by the American Society of Hematology of pds in hematology and oncology subspecialty programs. Of their pd respondents, 38% preferred a cc that continues for the entire duration of subspecialty training, and 34% suggested a minimum of 6 months' training in the cc 5 .
In Canada, standards for the accreditation of subspecialty programs are set by the Royal College of Physicians and Surgeons of Canada (rcpsc); in the United States, accreditation requirements are set by the Accreditation Council for Graduate Medical Education (acgme). The acgme clearly states that fellows in hematology and oncology "must have a continuity ambulatory clinic experience a half day each week" 6 . The rcpsc does not mandate such an experience for trainees in medical or radiation oncology.
There is much heterogeneity in the organization and function of ccs currently in practice in North America. Some training programs have specific 1-or 2-month rotations designated for ccs; others have a specific day or several days throughout a several-year period. The level of supervision also varies widely, from staff physicians physically seeing each patient in the examination room, to staff physicians being available by telephone to discuss cases. Because of these variations, acgme's Internal Medicine Residency Review Committee developed a series of requirements that were implemented in July 2009 7 . The mandated 130 half-day sessions are to be spread out to cover a 30-month training period, and faculty supervisors are expected to develop a longitudinal mentoring relationship with their trainees 8 . However, the specific details of the sessions are not provided.
Although the rcpsc does not mandate that senior trainees in oncology participate in a cc, it does require that training programs provide graduated responsibilities for trainees. Furthermore, in 1996 the rcpsc adopted a framework for medical education called the Canmeds framework of essential physician competencies 9 . The framework focuses on seven roles deemed essential for medical education and practice: medical expert (central role), communicator, collaborator, health advocate, manager, scholar, and professional. Today, those competencies have been incorporated into the Royal College's accreditation standards and objectives of training. A cc offers the ideal forum to promote graduated responsibility and sharpen Canmeds competencies.
Although program directors and trainees believe ccs to be important to training, most Canadian oncology training programs have not implemented such clinics for reasons including the challenges associated with clinic space and staffing. Previously identified challenges in pediatrics ccs include low priority, inadequate protected time, and inadequate resources 10 . Another challenge is the reassignment of patients to a new trainee when the previous trainee has completed residency. A study investigating the effect on families of pediatric resident departure in a cc revealed that patients want to be involved in the reassignment process, and despite their disappointment with the transition, most families prefer staying in the cc 11 . Another challenge involves maintaining stability between the patient and the trainee with successive visits. A pediatrics training program study revealed that 40% of trainees saw patients only once and 60% saw them fewer than 3 times 12 .
Our responding patients highlighted their discomfort with the potential lack of experience, knowledge, and competence of trainees as challenges to the cc. That discomfort is likely the primary contributing reason that patients desire more supervision from staff than the pds and the trainees themselves do. Nevertheless, most patients stated that they would feel comfortable having a trainee conduct the initial consultation, and approximately half stated that they would feel comfortable having treatment recommendations explained by a trainee. Many patients also expressed their desire to contribute to trainee education.
Our study is the first to gather information from multiple stakeholders involved in a cc (pds, trainees, and patients). Furthermore, it is the first to describe the utility and nature of ccs in Canadian oncology training programs. One limitation of our study is the small sample size. In addition, the sampling of patients at only one cancer centre limits the generalizability of the patient survey results.
CONCLUSIONS
Of responding Canadian oncology training programs, fewer than 50% participate in ccs. In programs that currently have ccs, most participants (trainees and pds) consider them to be beneficial. Programs considering implementing ccs will have to overcome the challenges of lack of clinic space and the desire of patients for more supervision from the staff oncologist than is anticipated by trainees and pds. Residents are physicians who have completed medical school and are doing further specialized training before becoming staff physicians. As part of the continuing process of improvement, we are looking for better ways of teaching our residents increasing levels of responsibility as they approach independent practice. One method we are considering is the implementation of a resident's clinic-in which a resident assumes many functions and responsibilities of a practicing specialist.
As we are at the very beginning of this undertaking, we have yet to make decisions on the specific nature of such a clinic.
As you, the patients, are the primary stakeholders in cancer care, we are looking for your input on how such a clinic should be run. We are looking for your opinion on a range of different issues, such as what you feel to be the appropriate level and nature of interaction between you, the resident, and your oncologist.
This survey will take less than 5 minutes to complete and your answers will be kept anonymous. Your participation in this survey is completely voluntary and your decision to participate, one way or the other, will not affect the nature and quality of your care.
Furthermore, please note that, by participating in this survey you are in no way obliged or expected to take part in a Residents' clinic, should one be created in the future. This survey is purely for information gathering.
Participation in this survey means that consent is implied. All surveys will be kept for 15 years and are subject to be audited by the Ottawa At what level of training would you consider appropriate for residents to assess and follow patients in a continuity clinic (please circle answer)? a) 1st year radiation oncology resident (1 year after completing medical school) b) 2nd year radiation oncology resident (2 years after graduating from medical school) c) 3rd year radiation oncology resident (3 years after graduating from medical school) d) 4th year radiation oncology resident (4 years after graduating from medical school) e) 5th year radiation oncology resident, final year of training (5 years after graduating from medical school)
2.
What level of resident supervision by a staff radiation oncologist would you be content with in a Resident Continuity Clinic (please circle answer)? a) Staff radiation oncologist present in examination room b)
Staff radiation oncologist present in Resident Continuity Clinic (but not present in examination room) c)
Staff radiation oncologist not in clinic, but available in cancer centre d)
Staff radiation oncologist not in cancer centre, but available by telephone
3.
What level of resident interaction with the staff radiation oncologist do you consider appropriate for a Resident Continuity Clinic (please circle answer)? a) Staff radiation oncologist reviews and sees every patient with resident (in examination room) b)
Staff radiation oncologist reviews every patient with resident (outside examination room) c)
Staff radiation oncologist reviews/sees patient only if resident raises concern about patient's condition/therapy d)
Staff radiation oncologist does not review/see any patients 4. I would feel comfortable having my initial appointment conducted by a radiation oncology resident (please circle). Yes No
